Abstract A 33 year old man with AIDS presented with fever, dyspnoea, cough and a miliary pattern on the chest radiograph. Cryptococcus neoformans infection was diagnosed from bronchoalveolar lavage bronchoscopy. This case supports the principle that, in patients with AIDS, pulnonary infections can exhibit variable radiographic features and that definitive diagnosis should always be considered. (Thorax 1993;48:402-403) 
The initial management of patients with the acquired immunodeficiency syndrome (AIDS) with undiagnosed pulmonary infiltrates often requires empirical antimicrobial treatment. As our experience with pneumonia in AIDS patients broadens, however, it has become apparent that many pathogens can exhibit a highly variable clinical and radiographical picture, thereby limiting the accuracy of diagnosis before testing. In patients with AIDS a miliary pattern on the chest radiograph has been associated with Mycobacterium tuberculosis and Pneumocystis carinii infections and with histoplasmosis. '-3 We present a case of miliary pulmonary cryptococcosis which is to our knowledge the first to be reported in a patient with AIDS.
continued one week earlier because of leu- In the ensuing weeks the patient's clinical course gradually improved. He was discharged on the 26th hospital day in a stable condition having received a three week course of amphotericin. He continued to receive intravenous amphotericin, 40 mg three times a week, at an outpatient clinic, to a cumulative dose of 1200 mg. Given the high recurrence rate of cryptococcosis in untreated patients, he was also started on maintenance treatment with oral fluconazole 200 mg daily, which, unlike ketoconazole, is known to have good penetration into the CSF. A repeat chest radiograph several months later was normal.
Discussion
Cryptococcus neoformans is the most common cause of fungal pneumonia in patients positive for HIV. Most cases have occurred in HIV patients with a previous history of an AIDS defining illness. As with our case, cryptococcal pneumonia in patients with AIDS is often part of a disseminated illness, usually with coexistent disease of the central nervous system.45 The development of widespread cryptococcal infection and oral candidiasis was associated with evidence of substantial immunosuppression (neutropenia, low CD4 count) and occurred despite prophylaxis with ketoconazole. In HIV patients without AIDS, cryptococcal pneumonia usually presents with localised disease and infrequent dissemination. 4 The clinical features are usually nonspecific and include fever, cough, weight loss, pleuritic chest pain, and dyspnoea. The radiographic findings of pulmonary cryptococcosis in patients with or without AIDS can have a varied presentation that includes segmental consolidation, well circumscribed single or multiple nodules, interstitial infiltrates, cavitary lesions, and pleural effusions.5-7 A diffuse nodular pattern somewhat resembling miliary tuberculosis, except that the nodules were larger, has been described recently in two AIDS patients with disseminating cryptococcosis whose clinical presentations were similar to that of our case.6 Interstitial infiltrates in patients with AIDS and disseminated cryptococcosis have also been associated with other opportunistic lung infections.8 Our case of miliary pulmonary cryptococcosis represents the first such reported occurrence in an HIV positive patient. Overall this presentation of cryptococcus is exceedingly rare with only two other cases having been reported in the literature.910 One of these patients had a known immunocompromising illness (chronic myelogenous leukaemia).
The differential diagnosis of a miliary radiographical pattern in the general population is dominated by tuberculosis. Other less common causes include sarcoidosis, lymphoma, histiocytosis X, and fungal infections (including histoplasmosis, coccidiodomycosis, blastomycosis, and cryptococcus)." In the HIV population a miliary pattern has been described with tuberculosis, pneumocystis pneumonia, and histoplasmosis.23 An interstitial pattern simulating miliary disease on the chest radiograph has also been described with pneumocystis pneumonia and Kaposi sarcoma.'
Our case of miliary pulmonary cryptococcosis illustrates that a pulmonary infection in a patient with AIDS often has a variable and at times unexpected radiographical appearance. A microbiological diagnosis should be sought whenever possible, either by non-invasive means or by bronchoscopy, to indicate appropriate treatment. As with our patient, bronchoscopy has been found to be a safe and sensitive means of diagnosing pulmonary crytococcosis in patients with AIDS. '2 syndrome.
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